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CHAPTER I
INTRODUCTION
The notion that the government can distribute funds, services, and resources to the
needy more effectively than nongovernmental agencies has been hotly debated for some
time now. Can a non-profit or not for profit agency successfully educate and ensure that
those in need of treatment and services will indeed receive the services that will increase
the quality of human life? The human immunodeficiency virus (HIV) and the acquired
immune deficiency syndrome or acquired immunodeficiency syndrome (AIDS) often
erroneously used interchangeably has been a disease that has been viewed as a plague on
humanity. Formerly known in its early days (early 1980s) as the “gay compromise
syndrome (Brennan & Durack, 1981), the gay-related immune deficiency (GRID), gay
cancer or community acquired immune dysfunction” due to its early ties and associations
with the gay community has been viewed as a curse from God on those who have sinned
against His will (Kannabus, & Fredriksson, 2010). In this thesis, the writer researched
the efforts of Aniz, Incorporated (a nongovernmental organization) and its effectiveness
in the battle against the spread and lethality of HIV and AIDS. This study is limited to
the work and outreach efforts that are currently being conducted by Aniz, Incorporated,
which is a nonprofit organization located in Atlanta, Georgia. Aniz’s mission is to
provide comprehensive health awareness, education and prevention services for
disadvantaged multicultural children, adults, and families, through therapeutic
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intervention and education (History of Aniz, 2010). Studies suggest that in many
developing countries, nongovernmental organizations (NGOs) such as Aniz, Incorporated
have taken the front seat in addressing the HIV/AIDS epidemic. As national and
international funding to combat HIV/AIDS has increased over the years, governments
and other officials are looking for different and more effective ways to distribute funding
resources to maximize their impact in educational programs and social interventions.
Prior studies, such as in Brazil, have shown that contracting was found to give the
purchaser (many times the government) more influence over defining the results ofNGO
activities, and making the purchaser and NGO more accountable. Contracting was also
found to be more conducive to introducing performance-based systems into HIV/AIDS
programs. Performance- based systems is the process of creating a work environment or
setting in which systems are enabled to perform to the best of their abilities (Pedrosa,
Rossi, Menezes, & Loures, 1996).
Statement of the Problem
In today’s political climate we find ourselves asking the question, “Can the
government provide services better than private or other enterprises?” Can they provide
better healthcare, medical treatment, and can the government ensure that taxpayer’s
resources are reaching the intended consumers of the resources with the intensity, and in
the time needed to do the most good. In this study, the writer assesses the impact of a
nongovernmental agency’s attempt to address the fight against HIV and AIDS. The
question is can a nongovernmental agency effectively address the needs of HIV and
AIDS patients. Can they provide educational support and financial support services that
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will extend life, and improve the quality of patients’ lives? This study looks at the battle
against HIV and AIDS in the metro Atlanta area. It specifically studies the impact of one
nongovernmental agency in the metro Atlanta area known as Aniz, Incorporated as well
as the clients they serve. Aniz, Incorporated has become a beacon of hope for many
people suffering with HIV and AIDS in the Fulton county area. This is especially true
for those who are also part of the lowest socioeconomic groups of the city. According to
cumulative data collected from a government data base there have been a total of 48,637
reported infections of both HIV and AIDS in the state of Georgia. 16,860 of them have
resulted in death resulting from the virus andlor disease (Surveillance Summary Number
of Cumulative, State of Georgia HIV Statistics, 2009). Although some see this disease as
a self-inflicted problem it is a problem that impacts the community, city, state, nation and
world as a whole. As a citizen, a caring human being, or just plain concerned tax payers,
we all have a shared interest in finding a solution to finding the best and most effective
treatment regime for patients with HIV and AIDS.
Given the information above the face of HIV and AIDS has become much more
diverse in terms of gender, race, and sexual orientation. HIV and AIDS is no longer a gay
or homosexual male disease as when it first gained national attention in the early 1 980s.
Recently, changes in the demographics of the disease gives the face of its victims a more
diverse look, especially with the increase of infections from heterosexual contact. As
such, the question becomes to what degree does Aniz, Incorporated and possibly other
NGO’s in the metro Atlanta area impact the treatment and battle of the spread and
lethality of HIV/AIDS. More specifically, do the efforts of a well-established NGO such
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as Aniz provide a significant amount of community service that will provide a much
needed service to the general population?
Twenty-five years of scientific, behavioral, and medical research have led to
many breakthroughs in the treatment of AIDS, the increase in life span, and the
development of prevention strategies to reduce transmission of HIV. However, there are
some parts of the population who have not benefited from these breakthroughs. This is
most specifically true for young people. According to recent data 40.3 million people
were living with HIV/AIDS in the world in 2005, an increase from an estimated 38
million at the end of 2003 (Hare & Villarruel, 2007). In 2003, more than half of new
infections occurred in those age 24 or younger and the trend continues to date. A
challenge in reaching young people affected by the HIV pandemic is the diversity of
cultures in which young people live, learn, work and play. Differences in the
backgrounds of researchers and service providers on one hand and youngsters they are
trying to reach on the other may have created barriers for the implementation of best
practice and critically needed prevention interventions programs (Hare & Villarruel,
2008).
Purpose of the Study
The purpose of this study is to describe the identifying factors that most impact
the difference of attitude and the willingness of an individual to protect him or herself
from the HIV virus. It takes into account people from different backgrounds, people
from different age groups, people dealing with different types of addictions, and
individuals from different socioeconomic backgrounds. This study will assist Aniz and
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other NGO grant writers, directors, and social workers in the provision of up to date
education and preventative services and other strategies needed in implementing and
using best practice methods in preparing targeted individuals who are most likely to
contract, spread, and die from illnesses associated with HIV/AIDS. This study will also
assist social work professionals in targeting which populations to engage and what
behavioral changes need to be targeted to impact the spread and lethality of the disease
among this new population.
Research Questions
The research questions addressed in this study are:
RQ1: Is there a statistically significant relationship between a client’s drug of
choice (specifically “crack” or freebased cocaine) and a client’s failure to
protect himself or herself from the HIV virus?
RQ2: Is there a statistically significant relationship between a client’s individual
income and the client’s mode of HIV infection?
RQ3: Is there a statistically significant relationship between a client’s type of
insurance and that of a client’s CD4+/T-Cell count?
Hypotheses
The null hypotheses of the study are as follows:
HOl: There is no statistically significant relationship between a client’s drug of
choice and a client’s failure to protect him or herself due to cocaine or
crack cocaine usage?
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H02: There is no statistically significant relationship between a client’s
socioeconomic status and the client’s mode of HIV infection?
H03: There is no statistically significant relationship between a client’s type of
insurance and that of a client’s CD4+/T-cell count?
Significance of the Study
This study examines the effectiveness and significance of nongovernmental
organizations in our community today. Can organizations such as Aniz, Incorporated
help reduce the infection rate, assist in educating the community from being both infected
and affected by the virus, and can they do a better job than governmental bodies in terms
of how they implement prevention programs that combat the HIV/AIDS epidemic within
the city of Atlanta. As one would imagine, each city and town has its own set of
dynamics and culture. Atlanta Georgia is no exception to that rule. One would never
assume that different countries have the same culture, community norms, and cultural
biases. The same can be said about different cities within the continental United States.
What is normal for a Seattle, Washington resident might be completely abnormal for an
Atlanta resident. Therefore, to assume that the treatment and educational needs of a HIV
or AIDS patient on the west coast could also apply to one on the east coast may be an
over reach. Nevertheless, this study will take the individualized needs of the consumers
of a particular agency in the Atlanta area and it will assess their characteristics and needs
in terms of ways that could best prevent infection and extend human life. This study
includes research about the relationship between the type of illicit substance a person
uses and a person’s failure to protect him or herself properly from being infected. There
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is also a discussion on the relationship (if any) between socioeconomic deprivations with
the mode of transmission of the virus, and to show the relationship between the type of
insurance and the general health and physical well being of those impacted by
HIV/AIDS. This research will also allow government agencies to better support agencies
that target and address the multiple needs of those who are both infected and affected by
the virus. It will also allow Aniz, Incorporated and other NGO’s to review their
prevention efforts and program designs to better meet the needs of the targeted
individuals within the Atlanta, Georgia area.
Currently Aniz, Incorporated and other NGO’s (both domestic and international)
have specific projects that are supported by various grants, and other government funding
sources. Past research on the need for NGO HIV/AIDS interventions in the country of
Brazil tells us that HIV/AIDS was a disease that was mostly concentrated among adult
males, predominantly through homosexual intercourse. Moreover, there has been an ever
growing and ever continuous increase in the number of cases among homosexual men
during the later part of the 1980s, which also saw a significant increase in the number of
infection cases among women and adolescents. The increased numbers were believed to
be largely associated with intravenous (IV) drug use or sexual intercourse with an IV
drug user. In 1993, the Brazilian Ministry of Health initiated a large-scale project to
support NGO activities. As of December 1995, many different NGO AIDS prevention
programs and projects have been financed through the competitive bidding process with
many of them directed toward women, adolescents, and intravenous (IV) drug users.
These organizations also targeted homosexual men and targeted other groups such as
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individuals in the prison systems and workers in the sex trade industry (Pedrosa, Rossi,
Menezes, & Loures, 1996). With these nongovernmental agencies being successful in
terms of reducing the infection rate, there may be much to learn from the use and support
of nongovernmental agencies within the United States. Much of the recent political
environment has been focused on the need and availability of health care within the
United States, and with a large number of people who are served by Aniz being from
lower socioeconomic classes within the community, it will be important to see what type
of impact the type or lack of insurance will have on the client.
CHAPTER II
REVIEW OF THE LITERATURE
Historical Perspective
This chapter discusses the historical aspects of the demographic face of the human
immunodeficiency virus and the disease known as AIDS. The chapter also includes: (a) a
discussion about the early days of the disease following up to the most current statistical
data as they pertain to the state of Georgia and the city of Atlanta, (b) a historical review
of the nongovernmental agency Aniz, Incorporated which is located in Atlanta, Georgia,
(c) a critical look at the impact of all nongovernmental agencies in terms of their
education and services pertaining to prevention, reduction in infection rates, and the
treatment of HIV and AIDS, and (d) health care access as it pertains to patient access and
quality of services for lower socioeconomic individuals who are infected with HIV or
have AIDS.
HIV/AIDS: The Early Years
Early research of the behaviors that result in potential exposure to the human
immunodeficiency virus (HIV), usually begin early in life many times in adolescence or
young adulthood, but trends in HIV incidence in young people remain unclear. In order
to better understand these trends in HIV infections in teenagers and young adults, we
must review the past HIV incidence of infections in persons born between 1960 and 1974
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using nationally acquired immunodeficiency syndrome (AIDS) incidence data and
estimates of the distribution of time between HIV infection and full blown AIDS
(Rosenberg & Biggar, 1998). When reviewing research data from the time period of
January 1993, approximately 22,000 men and 11,000 women age 18 to 22 years were
living with HIV infection in the United States. During that time, homosexual contact was
the leading mode of infection among young men. Unprotected heterosexual contact was
the leading mode of infection among young women. The HIV infection rate attributed to
homosexual contact or IV drug use decreased significantly among young adults age 20
and 25 years between 1988 and 1993, but HIV incidence attributed to heterosexual
contact remained stable or increasing. In men around the ages of 20 and 25 years, the
HIV infection rate declined by around 50% in white men, but was relatively stable in
black and Hispanic men. On the other hand, HIV infection rates in women age 20 and 25
years rose by 36% and 45° o, respectively; this was because of increasing heterosexual
transmission. Overall, HIV infection rates in persons age 20 and 25 years declined by
only 14% between 1988 and 1993. Furthermore, in young people, HIV infection rates in
homosexual men and injection drug users were slowing. By the year 1993, this trend was
offset by increasing heterosexual transmissions, especially in minority groups (Rosenberg
& Biggar, 1998).
The History of Aniz, Incorporated
During the years of 1994 through 1996, Zina Age was a graduate student at Clark
Atlanta University’s Whitney M. Young Jr., School of Social Work. While fulfilling her
practicum obligations at Outreach, Incorporated (a community-based HIV/AIDS service
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agency located in Southwest Atlanta), she performed her normal duties of administering
psychosocial assessments and conducting family support groups with clients. Not truly
understanding why her heart was constantly turning to the concerns of the children of
these clients, she found herself observing the children on a daily basis. She noticed that
the children of clients were playing in the corner of the room while their parents were
involved in groups and mostly unrecognized by the agency. These children’s needs were
going unmet since the parents were oblivious to the impact the disease HIV and AIDS
would have on their children’s lives especially, since some of the children were infected
themselves. Ms. Age began to concentrate on the needs of these children by exploring a
list of agencies that served HIV infected/affected persons. The results of her
investigation indicated no formalized services within the metropolitan Atlanta region. At
this point, Ms. Age sprang into action and began to organize her thoughts and to put
things into perspective. The plan was to involve the children of clients in structured
therapeutic groups rather than have them sit idle. In the latter part of 1996, the idea of
working with HIV infected/affected African-American children became a reality. The
initial agency program was named “We Want To Know,” which now consists of activities
that promote prevention and risk reduction education for children ages 17 and under.
Later, a group of dedicated professional and paraprofessionals joined Ms. Age to support
efforts to organize by attending numerous planning meetings and working through
strategies to expand on Ms. Age’s initiative. Ms. Age eventually decided to formalize
her idea by applying for incorporation and officially naming it Aniz, Incorporated which
is her first name spelled backward (History of Aniz, 2010).
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The organization later received its 501 (c)(3) status in 1996 at which time its
efforts with infected women and children were already in motion. The mission of Aniz is
to provide comprehensive health awareness education and prevention services for
disadvantaged minority youth, young adults and families, and to provide skills training
for organizations that implement disease prevention and health promotion programs.
With this mission in mind, the organization provided services onsite and throughout the
metro Atlanta region. Some of the services offered consisted of psychosocial
assessments, substance abuse counseling, mental health counseling and prevention and/or
risk reduction education. Because funding to serve infected and affected children was
very scarce, the organization experienced setbacks in terms of expanding services to
children in other areas. Basically, Aniz relied on professional and paraprofessional
volunteers to carry out its mission. This was basically due to limited funds, but with the
efforts of dedicated volunteer professionals and paraprofessionals, the organization was
able to provide a range of services to persons living with HIV/AIDS at existing
community-based agencies in the Atlanta region (in Clayton, Cobb, Dekaib, Fulton, and
Gwinnett counties).
Aniz began to move and grow quickly by developing programs for at-risk
African-American youth and adults who were (due to their behaviors) at risk for HIV and
other sexually transmitted diseases. During these times, programs such as “Adolescent
Females Learning About Surviving Healthy” (AFLASH), “Reaching Out To Sisters With
HIV/AIDS” (ROSHA), and “Substance Abuse Treatment Center for Affected/Infected
with HIV” (SATCH) were all developed as part of the Aniz mission and business plan.
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Soon the agency started to expand to other states. In Baton Rouge, Louisiana, Aniz
Baton Rouge Site (ABRS) was established in October of 2003. It was developed to
initiate services under what is known as the Holistic Harm Reduction Program (HHRP)
mainly for intravenous drug users at high risk for HIV and Hepatitis C infection. This
program was primarily based on model of harm reduction and has been funded by the
State of Louisiana’s Department of Health and Hospitals as well as other private
foundations.
Later in June 2006, this office was awarded funds by the Louisiana Department of
Health and Hospitals to conduct HIV prevention through community level outreach, and
later presented the results of the Holistic Harm Reduction Model at the National Harm
Reduction Coalition Conference at the National Rural Health Conference. The need for
ABRS has become increasingly evident, as the number of individuals requesting services
has steadily grown over the years. Furthermore, as the Aniz board begun to recognize a
need for services in the state of Mississippi, Aniz, Incorporated established another
satellite office in Holly Springs which receives a majority of its funding to conduct the
initial WWTK program.
Aniz, Incorporated, which is now in its 13th year of existence, is still beginning a
new phase. In an effort to unify all of its different offices under one name, and
expanding its presence throughout the southeast, Aniz’s offices will be renamed Aniz, of
Louisiana and Aniz of Mississippi. As part of its rich history Aniz, Incorporated will
continue to develop partnerships with nontraditional partners to move the discussion of
HIV/AIDS beyond stigma and shame in the African-American community. Today, Aniz
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is the only African-American HIV/AIDS outreach services organization in the Atlanta
area. It was the first AIDS Service Organization (ASO) to approach the Office of the
Mayor of Atlanta to have them support National HIV Testing Day. It is with hope and
dedication that the founder and board of Aniz, Incorporated will continue to move
forward to answer the plight of the disenfranchised and those who feel alienated by this
pandemic (Aniz, Incorporated, Connecting the Dots, 2009).
Healthcare and HIV/AIDS
According to the Centers for Disease Control (CDC), the HIV virus is a virus that
is considered to be part of the retrovirus family. It is the virus that causes acquired
immunodeficiency syndrome or AIDS. In short, the virus attacks the CD4+ cells or
helper T-cells. Prolonged untreated infection of the HIV virus leads to low levels of
CD4 lymphocyte or T-cells through three main courses of action. First, the virus kills
infected cells; second, the virus increases the rate in which the body can become
susceptible to opportunistic infection; and third, killing of infected helper T-cells by other
cells that recognize infected cells (Carpenter, Fischl, &Hammer, 1997; CDC, 2009).
When the number of cells decline below a certain level (T- cell count of 200), the body
loses its ability to fight off disease and the body becomes progressively more susceptible
to opportunistic infections. The HIV virus has a very short life cycle, and its short life
cycle accompanied with a high error rate in duplicating causes the virus to mutate
rapidly, making it very difficult to develop a drug to cure or get rid of the virus. This
often results in a high genetic inconsistency of HIV. Most mutations are weaker forms of
the virus, but some develop the ability to slip past the body’s defenses and outsmart the
15
antiretroviral drugs. The more active the copies (or what is referred to as viral load
counts) of the virus the greater the possibility that a resistant copy to antiretroviral drugs
will be made. Therefore, antiretroviral medication therapies are crucial in terms of
suppressing HIV replication as much as possible (Dybul, Fauci, Bartlett, Kaplan, & Pau,
2002). Knowing how the virus works is critical to knowing how to treat or defend
against it. Once that knowledge is obtained, it will be necessary to have access, support,
and continued education to continue to battle the disease. This is what we have learned
in the past.
In March 1994, a study within HIV infected urban cohort groups indicated that
African Americans were less likely than whites to have either antiretroviral therapy or
other HIV related medications prescribed before they came to a specific clinic for care
(Moore, Stanton, Gopalan, & Chaisson, 2009). The findings were that this was because a
provider may have prescribed a treatment for which the patient could not pay or
otherwise afford. It must be noted that all of the data on insurance coverage and income
did not explain this racial disparity, nor did behavior such as IV drug use, demographic
characteristics such as sex and age, nor socioeconomic factors such as the patient’s level
of education and place of residence appear to explain the racial difference. Furthermore,
other studies have shown that a review of the patients’ demographic characteristics at the
initial visit shows that both black and white patients were referred to a particular clinic
more often in the later stages than in earlier stages of the disease, this was determined by
the fact that 70°,b of patients had CD4+ lymphocyte or s counts of 500 cells or less. The
slightly shorter differences in the diagnosis of HIV infection and presentation to a medical
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professional among blacks than among whites was not explained through the differences
in treatment regimen. What was learned however was whether the patient could identify
a physician or health care facility as a normal source of care for the disease, but there was
no information about the extent to which the patients had used such resources before their
first visit. In short, the results of prior studies suggest that blacks were less likely than
whites to have a usual source of care by which they could receive appropriate HIV/AIDS
preventative drug therapy before their referral to a specific clinic. Other research
information suggests that HIV infection increasingly affects lower-income residents of
inner cities, who are predominantly young and of African-American decent ((Moore,
Stanton, Gopalan, & Chaisson, 2009).
With these variances in the referral to treatment facilities other studies have
shown that access to care has improved from 1996 to 1998, yet it remained below normal
for groups such as African Americans, Latinos, women, and the uninsured and
underinsured. All of these groups had less desirable patterns of health care. Strategies to
ensure increased care for patients with HIV require identifying the causes of deficiency
and addressing these important shortcomings with the care providers (Shapiro, Morton,
McCaffrey, Senterfitt, Fleishman, Perlman, et al., 1999). Currently in the United States,
the health care system is going through a major change that heightens the concerns about
the adequacy of personal health care, including new constraints on public programs
(Miller & Luft, 1994), and changes in the insurance options available to the privately
insured (Welch, 1996). Evaluating the impact of non-traditional organizations of
preventative services on those most likely to benefit from care is important but very
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difficult. Neither national surveys of households or medical providers on studies of
specific diseases provide sufficient information. The former studies do not include
enough patients with specific conditions of interest to analyze issues of particular concern
in the care of those conditions and do not collect enough information (Shapiro, Berk, &
Berry, 1997). Therefore, studies with limited or uncertain generalizations have raised
concerns about the possibility of inequities in access or receipt of needed HIV patient care
(Niemcryk, Bedros, Marconi, & O’Neill, 1998).
Nongovernmental Agencies and HIV/AIDS
In older or past research on the demographics of HIV/AIDS treatment indicate
that African Americans (especially younger African-American men) are the group that’s
least likely to have a regular physician for their health care (Bone, Mamon, & Levine,
1989). Other studies have shown that HIV infected non-whites are more likely than
whites (with comparable counts) to be admitted to a hospital and is less likely to use
outpatient care services (Piette, Mor, Mayer, Zierler, & Watchtel, 1993). Misconceptions
about HIV and AIDS have been shown to be more common among blacks than in whites,
(Peruga & Rivo, 1992), and there is also a distinct sense of distrust of state operated
health care facilities that may also be a barrier to attaining long-term and routine care
(Guinan, 1993). Still another potential barrier to the care for blacks in the inner city
relates to the personal care habits of medical providers. There has been evidence to
suggest that the likelihood of a physician’s recommendation of a therapeutic regimen may
be influenced by the patient’s race (Easterbrook, Keruly, Creagh-Kirk, Richman,
Chaisson, & Moore, 1991). This research also shows that members of minority groups
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are less likely than that of non-Hispanic whites to be offered treatment (surgical or other)
for coronary artery disease (Fisher, Passmani, & Pullum, 1986). These studies indicate
that among patients who identified a usual source of care, fewer blacks than whites
received routine medical care services (Lagakos, Fischl, Stien, Lim, & Volberding,
1991). This is the case despite evidence indicating that there are most likely no valid
reasons for racial disparities in drug prescribing for HIV and/or AIDS (Smith, 1991).
There are some continued barriers to the care for young blacks that stand in
contrast to that of the care received by other groups that are able to form into organized
support systems by which medical care is sought and attained. For these groups, medical
care is sought during the early stages of the disease most of the time. The efforts of the
gay community with regard to delivery of care and research in HIV and AIDS represent a
level of community involvement by patients in their own medical care (Volberding,
1985). These results suggest that there may be a need for culturally appropriate efforts to
educate, promote, and inspire early preventive services within urban black communities,
and by nongovernmental agencies that specifically work with this demographic group.
One such model for this effort is a community-based partnership between an academic
medical center and a high-risk urban black population; this partnership was coordinated
through community churches (Singer, 1991). A six-month follow-up by the researcher
on the data suggested that without a referral center dedicated to the comprehensive
treatment of HIV and AIDS, inequalities of care may have continued in the area (Moore,
Stanton, Gopalan, & Chaisson, 2009).
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Crack Cocaine (Free-Base) and HIV/AIDS
Past studies on the subject of sexual behaviors and drugs shows that recreational
drug use with substances such as crack cocaine is directly correlated with increased risky
sexual behaviors that bring a higher risk for infection of the human immunodeficiency
virus (HIV) or its transmission. These studies, conducted by Kalecbman, Heckman, and
Kelly (1996) have shown that sensation seeking by using drugs is also closely correlated
to a personality characterized by a tendency to pursue new, exciting, and optimal levels
of sexual arousal. This is believed to account for a majority of the differences found in
the associations between illicit substance use and high-risk sexual behaviors. Also in the
study, it was found that out of 99 sexually active homosexual men who completed acts of
pleasure seeking behaviors, most reported completing these behaviors under the influence
of illicit substances. Further analysis demonstrated in this study suggests that sensation
seeking accounts for the relationship between substance use and high-risk sexual
behavior. The studies have concluded that personality characteristics, often ignored in
high-risk taking behaviors, predict risky behaviors over and above substance use, and
may be useful in tailoring HIV prevention interventions (Kalichman, Heckman, & Kelly,
1996).
Crack cocaine (free-based cocaine), which is a highly addictive inhalable form of
cocaine, gained widespread use in many urban neighborhoods in the United States in the
mid-i 980s, particularly among poor young adults who were members of minority groups
(Dupont, 1991). A national household survey of drug use found that approximately one
million Americans, including 1.0% of those between the ages of 18 and 25, had used
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crack cocaine during the previous year. Unlike injection-drug use, which is practiced
predominantly by men, the use of crack cocaine is widespread among both men and
women (National Institute on Drug Abuse, 1991). When inhaled, vaporized cocaine
gains access to the bloodstream, producing a sudden, intense high, which goes away
quickly, leaving the user with a craving for more of the drug (Allen, 1991). The
epidemic of crack use, which has been known to be accompanied by increases in violence
and crime, has also been associated with the exploitation of addicted women, who are
often induced to provide sex in exchange for crack cocaine or money to buy crack
cocaine. Crack-smoking women who exchange sex for money or drugs often lack control
over their own working conditions and suffer severe humiliation (Department of Health
and Human Services, 2002). Evidence from reading materials such as “Heterosexual
transmission of HIV- 1 associated with free based cocaine” suggests that the widespread
use of crack cocaine has increased the spread of sexually transmitted diseases, including
infection with the human immunodeficiency virus (HIV) (Chiasson, Stoneburner,
Hildelbrandt, Ewing, Telzak, & Jaffe, 1991), because of high-risk sexual practices among
crack cocaine users the face of the disease has changed drastically (Ellerbrock, Lieg, &
Harrington, 1992).
Afrocentric Perspective
According to the Clark Atlanta University’s Whitney M. Young Jr., School of
Social Work class room instruction (2009), the Afrocentric Perspective with Humanistic
Values and the Autonomous Social Work Practice Matrix has been a part of Clark
Atlanta University’s Whitney M. Young Jr., School of Social Work since the 1960s.
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While this curriculum focuses primarily on African Americans and other oppressed
groups, a curriculum fact for students is that all human beings have both a universal
experience as well as a unique ethnic experience, and to recognize one’s own individual
ethnicity enables one to recognize and value persons from other various ethnic
backgrounds (Hill, 1970). The three pillars of the Afrocentric Perspective are
(1) Autonomous Practice where there is a complete freedom of self and action to
undermine racial oppression and eliminate human oppression, (2) humanistic values
where the emphasis is placed on eliminating human oppression and enhancing human
potential, and (3) the strengths perspective where we identify group characteristics that
can be conceived favorably and as a source of resiliency and human advancement (Clark
Atlanta University’s Witney M. Young Jr.,’s School of Social Work, n.d.). The
Afrocentric Perspective aids in understanding the plight and voice of the oppressed and
downtrodden, it provides a voice that promotes the voice of a collective group of people;
it respects the racial, cultural, and ethnic upbringing of all people regardless of
background, which is believed to be very important in applying the Afrocentric
Perspective across all communities but especially minority communities where one can
emphasize the concepts of spirituality and moral development (Schiele, 1996). When
working with different cultural groups the social worker uses community strengths such
as spirituality and communalism to encourage attributes such as faith and hope for the
future. It is believed that through collective responsibility, African Americans minimize
their isolation and instead provide support for one another. This is believed to be a
22
mechanism to battle racism and oppressive environments. Collective responsibility
means taking care of each other and sharing the trauma of painful experiences.
Although during this study there was no direct contact with the Aniz consumer of
services, it must be noted that HIV and AIDS impact all communities. However, the
current trend as stated earlier seems to be focusing on minority groups and specifically
people of African descent. It is clear that minority sponsored nongovernmental
organizations will best be positioned and readily available to provide swift, ground level
services in the communities that need it most such as those in the metropolitan (metro)
Atlanta area. It is apparent that the grass roots organizations can swiftly and
systematically penetrate the racial barriers, come in tune with the racial and oppressive
plights of the population and even engage in the spiritual and communal aspects of the
population that’s being targeted. Although the data that were collected in this study were
secondary data, the demographic information shows that the population that is being
served is primarily of African descent and from a lower socioeconomic group of the
population. Aniz, Incorporated is an organization that is located in the inner city of
Atlanta, Georgia, which has a rather significant African-American population. Therefore,
although most of the clients are of African descent, what we know about the Afrocentric
Perspective is that it can easily be applied to other ethnic and minority groups who value
the collective and relate to the oppressive experience.
Theoretical Framework
When we think of professional social work practice in the United States of
America one of the first things that we must do is consider what theoretical framework
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will best fit the particular situation. In this particular situation, the social systems
approach to human behavior makes the most sense. In the social systems theoretical
framework we make two general important assumptions. First, the state or condition of a
system, at any one point in time, is a function of the interaction between it and the
environment in which it operates. Secondly, change and conflict are always evident in a
system. Individuals both influence their environments and are influenced by them and
this processes of mutual influence generates both change and development (Longres,
1990).
The theoretical framework that has been selected for this study is that of Social
Systems Theory. Within this framework, it is hoped that the results of the study could be
used to specifically address the Aniz consumer as an individual who has been oppressed
within the context of the socioeconomic structures or systems within the community,
structures such as the current health care systems, mental health organizations,
employment markets, and governmental welfare agencies. In studying the particular
demographic groups highlighted within this study it is asserted that with this approach the
socioeconomic downtrodden must be advocated for to these particular structural bodies.
Welfare agencies, healthcare providers, mental health providers, and the local job
markets must be met with the level and intensity of social activism that will ensure that
consumer needs are met swiftly, accurately, humanely, and professionally just as with
other members of society. It is hoped that with this activism and social involvement that
preventative services and techniques will systematically slow, reduce, and address the
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rate, mode, and spread of the HIV virus, especially with the population in which Aniz
targets.
Behavior change is generally complex and there are many factors that influence
behaviors. The theory is important because it identifies patterns and causal relationships
among beliefs, attitudes, and actions. An established framework is necessary to develop
and implement interventions that can facilitate positive behavior change. Theories also
help explain actions and behavior changes at the individual, group, community, and
systemic levels. In systems theory a person’s behavior happens within, is influenced by,
and influences the environmental context of the person’s family (Why Theory Matters,
n.d.).
Nongovernmental agencies such as Aniz have been in the fight against HIV/AIDS
for many years, but it has not been until recent years that researchers and funding sources
have begun to really take a close look at the potential and the likelihood that populations
such as, illicit drug abusers, low to middle socioeconomic classes, and consumers without
insurance can more effectively be reached by nongovernmental agencies. This
population is Aniz’s traditional group of consumers and by using agencies such as Aniz,
Incorporated, the government and other funding sources will be able to reach, serve, and
implement program changes effectively. In the next chapter, there is an in-depth
discussion about the method of the research, the physical site of the study, a description
of the population, and the instruments used.
CHAPTER III
METHODOLOGY
Chapter III initiates a discussion of the methodological procedures that were used
in producing the finalized statistical data that is used to analyze the data in this study.
Discussed within the chapter is the research design, description of the study site, and a
discussion about the research samples and the population, as well as the treatment of the
data, and the limitations of the study.
Research Design
The descriptive design was used in this study. This study is designed to describe
the following factors: (a) what variables (if any) can best predict an individual’s failure
to protect him or herself from the human immunodeficiency virus (HIV)?, (b) what are
the variables surrounding a client’s individual income and client’s perceived mode of
transmission of the human immunodeficiency virus?, and (c) is there a relationship
between a client’s type of insurance and the level of a client’s CD4+/T-cell count? In
order to accurately determine if there are relationships amongst these factors the
researcher accessed secondary gathered data from Aniz, Incorporated’s organizational
records and information already gathered in organizational/agency databases. The
descriptive design was implemented, which is intended to provide insight into andlor
comprehension of the variables that are under study. With this research design, a
definitive conclusion to the questions at hand can only be reached with a certain level of
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certainty. Descriptive research is a research type that answers the questions about who,
what, where, when, and how. Even though the data description is factual, accurate and
systematic, the research cannot describe what caused a situation. Thus descriptive, this
type of research cannot be used to create a causal relationship (Descriptive Research,
2004).
Description of the Site
As stated earlier in the study, participants were not directly involved in the
research itself. All information was gathered from the organizational records and
databases housed at Aniz, Incorporated, located in the downtown or metropolitan area of
Atlanta, Georgia. Aniz, Incorporated is a 501(c)(3), nonprofit, and nongovernmental
human services organization that is aimed at empowering children and adults through
professional support and therapeutic interventions. The mission is to provide
comprehensive health awareness, education and prevention services for low
socioeconomically disadvantaged multicultural children, adults, and families, through
therapeutic intervention and education.
All of the data that were reviewed for this study are secondary data, which has
been approved and sanctioned by Clark Atlanta University’s Institutional Review Board
(IRB). All organizational data, records, and charts are kept under lock and key in a file
cabinet, which is located in a file room, which is also locked to the public and most
agency staff members. The information that is provided in this study protects the identity
of the subjects in that the data being researched cannot be identified directly or indirectly
through identifiers. This is in compliance with the requirements of the Ryan White
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CARE Act, now called “Title XXVI of the PHS Act as amended by the Ryan White
HIV/AIDS Treatment Modernization Act of 2006.”
Sample Population
The sample that was used in this research was previously gathered from a specific
population of adult men and women ranging from ages 18 to 65. The sample included
data from all racial groups and the targeted population for the study was composed only
of client information for individuals who tested positive for HIV and had accessed
services at Aniz, Incorporated. Due to the fact that this population was accessed through
secondary data, the Institutional Review Board (IRB) at Clark Atlanta University did
review the study to assure client confidentiality. Additionally, the data were gathered
from the organization’s own Statistical Program for Social Services (SPSS) database, and
none of the actual clients had been met, interviewed, or participated in the study at any
time. This study is within guidelines of all Aniz policy and privacy guidelines.
Measurement Instrument
A chart review form was utilized as a method of capturing data, information, and
as an assessment tool for the measurement of this study. The chart review form was
entitled, The Aniz Initial Intake Data Quantification Form. The form was comprised of
eight pages of facts ascertained from the Aniz, Incorporated. Each intake question was
broken down into a few of the most likely answers given by Aniz clientele during the
intake process. The intake data form consisted of two separate sections. The first section
accessed demographic information from the organizational charts. The first section
gathered information for 11 specific demographic areas. Those areas are as follows:
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client tracking number (casenumb), intake date (intake), zip code (zip), the client’s birth
gender (gender), the age of the client (age), race (race), marital status (marital), number
of children the client has (kids), number of individuals living in the household
(household), the number of household members living with HIV (numbpos), and the
individual income of the client (income).
The second section is entitled the Clinical Information Section, and it gathered
information from 28 specific clinical areas gathered on the The Aniz Initial Intake Data
QuanttfIcation Form. The questions are as follows:
1. What is the client’s HIV status (status)?
2. Is the client currently receiving treatment for HIV (current)?
3. What type of insurance does the client have (insure)?
4. Does the client know his/her current T-cell count (quecoun)?
5. What was the client’s T-cell count at intake or when diagnosed (tcellcot)?
6. What was the client’s T-cell count 12 months after intake (cellyear)?
7. Does the client know his/her current viral load count (vlknown)?
8. What was the client’s viral load copy count at intake or when diagnosed
(vlintake)?
9. What was the client’s viral load copy count after a year with Aniz (vlyear)?
10. Was there client co-morbidity or additional diagnoses (duel)?
11. What is the client’s perceived mode of HIV transmission (mode)?
12. Is the client being treated for any other chronic illnesses (otherill)?
13. What is the source of the client’s income (source)?
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14. Does the client have a current mental health diagnosis (dsm)?
15. Is the client under a mental health treatment (dsmtx)?
16. When was the client diagnosed with the mental illness (dsmdate)?
17. Has the client been sexually abused (sexabus)?
18. Has the client been raped (rape)?
19. Is the client currently using illicit drugs (drugs)?
20. Has the client ever been in treatment for illicit drugs (drugtx)?
21. When was the client last in treatment for substance abuse (lastdrts)?
22. What is the client’s drug of choice (drugchoi)?
23. How long has the client known about HIV/AIDS (knwnhiv)?
24. How long has the client known how HIV/AIDS is contracted (howcontr)?
25. What most likely prevented the client from protecting him or herself
(notprote)?
26. Which Aniz program does the client attend (program)?
27. How long has the client been with Aniz, Incorporated (aniztime)?
All of this information was used in measuring the relationships regarding the research
questions and the hypotheses.
Treatment of the Data
The Statistical Package for the Social Sciences (SPSS) was used to analyze the
data gathered during the collection of the secondary data for this study. The analysis
used descriptive statistics, which included frequency distributions and cross tabulations.
The test statistic used for this study was the chi squared.
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A demographic section, which included questions that gauged the client’s zip
code, gender, age group, race, and marital status were used to gain acuity about the client
data that was collected. Frequency and percentage distributions were used to analyze the
data, and cross-tabulations were used to analyze the relationship between the dependent
variable and the independent variables of the study.
Cross-tabulations were used to explore and to demonstrate any statistical
relationships between the variables of the study. Cross-tabulations were computed
between the variables client’s drug of choice, and what likely caused the clients to fail to
protect him or herself; the type of insurance that a client has, and the T-cell count.
Limitations of the Study
There were many limitations of the study. The first limitation was the fact that
the data was limited in the information already gathered by the agency. This prevented
seeking data from a more diverse group in terms of socioeconomic, racial, geographical,
and even age diversity. The second limitation is the fact that the organizational intake
form has changed over the years of operation, and some intake forms gather data that
other forms do not. A prime example of this limitation is that in earlier intake forms data
about viral load counts were included but in more recent forms that information is not.
The third limitation suggests that some intake responses to questions did not completely
pair up with one of the likely responses, which resulted in the data analyzer making an
attempt to make a judgment call as to the most appropriate answer to the question. The
forth limitation refers to the intake data form’s reference to client CD4+ or T-cell counts
and viral load counts after one year of receiving services from Aniz. The analysis of the
31
organizational data suggests that the agency would significantly benefit from efforts to
track and to follow up on increased numbers of clients after receiving Aniz’s services for
one year and every year afterwards. This is because although most clients have been
involved with Aniz for greater than a year, few have data in the organization’s client
chart to indicate a level increased or decreased T-cell count.
CHAPTER IV
PRESENTATION OF THE FINDINGS
The purpose of the chapter is to present the findings and the outcome of the data
analysis. The researcher has analyzed the organizational records of HIV positive Aniz,
Incorporated, clients. All clients are or have been actively involved in one or more of
Aniz’s programs, be it a support group, an educational group, or as a consumer who
presented for financial support. Most of the clients were low to middle socioeconomic
level individuals who were dealing with multiple life stressors to include HIV infection,
poverty, possible illicit drug addictions, and substandard health care. The findings of the
study are divided into two sections. The two sections are the demographic data section
and the research question and the hypotheses.
Demographic Data
Demographic data are presented in tables. The demographic profile consisted of
the following: birth gender, age, race, marital status, number of children, number of
individuals in the household, number of household members who are HIV positive, and
individual income. The analyzed population was composed of 147 intake data forms,
which specified the individual’s birth gender. Forty male and 107 female charts were
analyzed. The sample age groups were as follows: <15 (2), 20-29 (7), 30-39 (37), 40-49
(58), and 50+ (43). One hundred and forty of the analyzed charts were that of African
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Americans, 4 of Caucasians, and 3 of Hispanic. Ninety nine of the analyzed charts were
that of single or never married individuals, 7 were separated (legally or not), 15 were
divorced, 7 were married, 6 were widows or widowers, and in 12 of the organizational
charts the current marital status was unable to be determined. Eighty-eight of the
analyzed charts indicated that the client had 1-2 children, 33 indicated that they 3-5
children, 6 indicated that they had 5+ children, 17 indicated that they had no children, and
3 of the organizational charts did not have the sufficient data in the chart to determine if
the client had children or not. The number of individuals in the household was analyzed
as following: 1-2 household members (100), 3-5 household members (34), 5+ household
members (6), and 7 organizational charts did not have sufficient information to determine
the total household number. The number of household members with HIV were broken
down as follows: 1-2 members (136), 3-5 members (3), 5+ members (1), none (2), and
there were 5 charts that did not have sufficient enough information to determine how
many family members were HIV positive. Lastly, individual income was analyzed as
follows: Income levels ranging from 0 to $10,000 annually (117), $10,001-$20,000 (17),
$20,001-$40,000 (5), $40,001-$60,000 (1), $60,000+ (1), and there were 6 client charts
that did not have the sufficient data to provide an answer.
Table 1 is a profile of the organizational data samples. The table portrays the
frequency distribution of the analyzed data’s demographic variables utilized in the study.
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Unable to Determine 3 2.0
Total 144 100.0






















Unable to Determine 6 4.1
Total 147 100.0
As depicted in Table 1, the typical client in this study is a female age 40-49 that is
African American, single, with 1-2 children, with 1-2 individuals in the household with
1-2 members of the household being infected with HIV, and an individual income of 0-
$10,000.
Table 2 is a frequency distribution of 147 organizational records of a




What is the client’s HIV status? (N 147)
Variable Frequency Percent
HIV Positive 143 97.3
HIV Negative 1 .7
Unknown 3 2.0
Total 147 100.0
As shown in Table 2, a vast majority of the records or 97.3% or 143 indicate that
the client was confirmed to be HIV positive, .7% or 1 showing to be HIV negative results
and 2.0% or 3 other charts not having enough data to make a determination of the client’s
HIV status.
Table 3 is a frequency distribution of 147 organizational records of a
nongovernmental agency’s clients indicating whether or not the client was receiving
treatment for HIV at the time of intake. As shown in Table 3, 89.1% or 131 of the clients
were receiving treatment, 9.5% or 14 clients were not receiving treatment, and 1.4% or 2
of the charts indicated that the client did not know if they were receiving treatment.
Table 3







Don’t Know 2 1.4
Total 147 100.0
Table 4 is a frequency distribution of 147 organizational records of a
nongovernmental agency’s (Aniz, Incorporated) clients indicating what type of insurance
the client had at the point of intake. As shown in Table 4, 9.5% or 14 clients had no
insurance coverage, 79.6% or 117 clients had Medicare or Medicaid insurance, 3.4 % or
5 clients had private insurance, and 7.5° o or 11 clients had not answered the question
during client intake.
Table 4
What type of insurance does the client have? (N 147)
Variable Frequency Percent
No Insurance 14 9.5




Table 5 is a frequency distribution of 147 organizational records of a
nongovernmental agency’s (Aniz, Incorporated) clients indicating if the client knew their
T-cell count at the point of intake.
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As shown in Table 5, 81.6% or 120 did know their T-cell count, 12.2% or 18
clients did not know their T-cell count, and 6.1% or 9 clients had no response in the
intake charts.
Table 6 is a frequency distribution of 147 organizational records of a
nongovernmental agency’s (Aniz, Incorporated) clients indicating what the client’s T-cell
count was currently or at the time of intake. As shown in Table 6, 12.2% or 18 clients
did not know, 21.8% or 32 clients had low counts of 0— 199, 33.3% or 49 clients had
midrange counts of 200 499, 26.5° o or 39 clients had high T-celI counts of 500+, and
there were 6.1% or 9 clients that had no response in the charts.
Table 6
What is the client’s current T-cell count, or at intake? (N 147)
Variable Frequency Percent
IDon’tKnow 18 12.2
0—199 (Low) 32 21.8







Table 7 is a frequency distribution of 137 organizational records of a
nongovernmental agency’s (Aniz, Incorporated) clients indicating what their T-cell count
was 12 months after intake into one of Aniz’s programs. As shown in Table 7, 9.9% or
13 clients indicated that they did not know, 8.40o or 11 charts indicated counts were low
at 0 —199, 11.500 or 15 charts indicated that counts were mid-range at 200-499, 9.2% or
12 charts indicated that counts were high at 500+, and 6 1.1% or 80 client charts had no
response or was not able to determine.
Table 7
What was the client’s T-cell count 12 months after intake? (N 131)
Variable Frequency Percent










Table 8 is a frequency distribution of 131 organizational records of a
nongovernmental agency’s (Aniz, Incorporated) clients indicating if they knew their viral
load count at the point of intake. As shown in Table 8, 25.2% or 33 charts indicated that
the client did know their viral load count, 34.4° o or 45 charts indicated that the client did
not know, and 40.5% or 53 charts indicated that no data was available.
Table 8






Table 9 is a frequency distribution of 131 organizational records of a
nongovernmental agency’s (Aniz, Incorporated) clients indicating what their viral load
count was at the point of intake. As shown in Table 9, 14.5% or 19 charts indicated that
the client did not know, 6.9% or 9 charts indicated low counts of 0 — 40, 11.5% or 15
charts indicated mid range counts at 40 10,000, 3.1% or 4 charts indicated high counts
at 10,001 —55,000, 2.3°o or 3 charts indicated counts of over 55,000, and 61.8% or 81
chart did not have the information to determine the count.
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Table 9
What is the client’s current viral load count, or at intake? (N 131)
Variable Frequency Percent
IDon’t Know 19 14.5
0—40 (Low) 9 6.9
40—10,000(MidRange) 15 11.5
10,001—55,000(High) 4 3.1
55,000+ (Very High) 3 2.3
N/A 81 61.8
Total 131 100.0
Table 10 is a frequency distribution of 131 organizational records of a
nongovernmental agency’s (Aniz, Incorporated) clients indicating what a client’s viral
load count was after 1 year at Aniz. As shown in Table 10, 13.0% or 17 charts indicated
that the client did not know, 1.5% or 2 charts indicated low counts of 0 — 40, .8% or 1
chart indicated counts in the high range 10,000— 55,000, and 2.3% or 3 chart indicated
counts over 55,000, 82.4% or 108 charts did not have the data available.
Table 10







40 — 10,000 (Mid Range) 0 .0
10,001—55,000(High) 1 .8
5 5,000+ (Very High) 3 2.3
N/A 81 82.4
Total 131 100.0
Table 11 is a frequency distribution of 147 organizational records of a
nongovernmental agency’s (Aniz, Incorporated) clients indicating if the client has two or
more diagnoses, including mental health and substance abuse disorders. As shown in
Table 11, 60.5% or 89 client charts indicate that client did have duel diagnoses, 29.3 or
43 did not, and 10.2% or 15 client chart did not have enough data in the record to
determine.
Table 11







Table 12 is a frequency distribution of 147 organizational records of a
nongovernmental agency’s (Aniz, Incorporated) clients indicating what their perceived
mode of HIV transmission, or how they may have become infected.
Table 12
What is the client’s perceived mode ofHIV transmission? (N 147)
Variable Frequency Percent
I don’t know or not sure 7 4.8
Men having sex with men 16 10.9
Heterosexual contact 100 68.0
IV drug use 11 7.5
Other 6 4.1
Unprotected bisexual sex 1 .7
N/A 6 4.1
Total 147 100.0
As shown in Table 12, 4.8% or 7 charts indicated that the client did not know or
was not sure, 10.9% or 16 charts indicated that it was from men having sex with men,
68% or 100 charts indicted that it was from heterosexual sex, 7.5% or 11 charts indicated
that it was from intravenous drug usage, 4.1% or 6 charts classified the mode of
infections as other, .7% or 1 chart indicated that it was due to unprotected bi-sexual sex,
and 4.1% or 6 charts did not have enough data in the chart to make a determination.
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Table 13 is a frequency distribution of 147 organizational records of a
nongovernmental agency’s (Aniz, Incorporated) clients indicating if they were being
treated for any other chronic illnesses at the point of intake. As shown in Table 13,
25.9% or 38 client charts indicated that they had, 6 1.9° o or 91 charts indicated that they
had not, and 12.2% or 18 charts did not have enough data to determine.
Table 13






Table 14 is a frequency distribution of 147 organizational records of a
nongovernmental agency’s (Aniz, Incorporated) clients indicating the source of the
individual’s income at the point of intake. As shown in Table 14, 19.7% or 29 charts
indicated that they had no income, 10.9% or 16 charts indicated that income was from
client employment, 54.4% or 80 charts indicated that the income was from disability,
8.8% or 13 charts indicated that the income was from welfare contributions, and 6.1% or
9 charts did not have enough information to make a determination.
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Table 14
What is the source ofthe client’s income? (N = 147)
Variable Frequency Percent
None (No Income) 29 19.7
Employment or Work 16 10.9
Disability 80 54.4
Welfare Services 13 8.8
N/A 9 6.1
Total 147 100.0
Table 15 is a frequency distribution of 147 organizational records of a
nongovernmental agency’s (Aniz, Incorporated) clients indicating if they had a mental
health diagnosis at the point of intake. As shown in Table 15, 5.4% or 8 charts indicated
that the client did not know, 3.4% or 5 charts indicated that they perceived having a
diagnosis but never been to a professional to be diagnosed, 57.8% or 85 charts indicated
that they had a type of mood disorder, .7% or 1 chart indicated an Axis 2 diagnosis,
21.1% or 31 charts indicated that there was no diagnosis at all, and 11.6% or 17 charts
did not have enough information to determine if there was a diagnosis or not.
Table 15
Does the client have a current mental health diagnosis? (N 147)
Variable Frequency Percent
Don’t Know 8 5.4




Mood Disorder 85 57.8




Table 16 is a frequency distribution of 147 organizational records of a
nongovernmental agency’s (Aniz, Incorporated) clients indicating if they were
professional under mental health treatment services at the point of intake. As shown in
Table 16, 40.1% or 59 indicated that they were, 46.9% or 69 charts indicated that they
were not, and 12.9% or 19 charts indicated that there was not enough data in the record to
determine.
Table 16







Table 17 is a frequency distribution of 147 organizational records of a
nongovernmental agency’s (Aniz, Incorporated) clients indicating how it had been since
their diagnosis with a mental health disorder at the point of intake.
Table 17
When was the client diagnosed with the mental illness? (N = 147)
Variable Frequency Percent
Within 30 days 6 4.1
30 Days but no longer than a year 6 4.1




As shown in Table 17, 4.1° o or 6 charts indicated within the past 30 days, 4.1% or
6 charts indicated that it had been more that 30 days but less than one year, 55.8% or 82
charts indicated that the diagnosis had been over one year ago, 23.1% or 34 charts
indicated that the client had never been diagnosed, and 12.9% or 19 charts did not have
enough data to determine.
Table 18 is a frequency distribution of 147 organizational records of a
nongovernmental agency’s (Aniz, Incorporated) clients indicating if the client had been
sexually abused or not at the point of intake. As shown in Table 18, 31.3% or 46 charts
indicated that sexual abuse had occurred, 50.3% or 74 charts indicated that sexual abuse
had not occurred, and 18.4% or 27 charts did not have enough data to determine.
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Table 19 is a frequency distribution of 147 organizational records of a
nongovernmental agency’s (Aniz, Incorporated) clients indicating if they had been raped
or not at the point of intake. As shown in Table 19, 36.1% or 53 client charts indicated
that they had been raped at some time, 47.6° o or 70 charts indicated that they had not
been raped, and 16.3% or 24 charts indicated that the chart did not have enough data to
support an answer.
Table 19







Table 20 is a frequency distribution of 147 organizational records of a
nongovernmental agency’s (Aniz, Incorporated) clients indicating if they were currently
using illicit substances at the point of intake. As shown in Table 20, 29.3% or 43 charts
indicated that they were still using, 64.6% or 95 charts indicated that they were not using,
and 6.1% or 9 charts did not have enough data to determine.
Table 20






Table 21 is a frequency distribution of 147 organizational records of a
nongovernmental agency’s (Aniz, Incorporated) clients indicating if client had ever been
in treatment for illicit drug use at the point of intake. As shown in Table 21, 55.8% or 82
charts indicated that the client had been, 32.7% or 48 charts indicated that the client had
not been, 4.8% or 7 charts had a did not know response, and 6.8% or 10 did not have the
adequate information to enter.
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Table 21






Table 22 is a frequency distribution of 147 organizational records of a
nongovernmental agency’s (Aniz, Incorporated) clients indicating when the client was
last treated for substance abuse at the point of intake. As shown in Table 22, 7.5% or 11
charts that they had been treated within the past 30 days, 4.8% or 7 charts indicated that
treatment had been within the past 30 but not longer than a year ago, 5 3.7% or 79 charts
indicated that the treatment had been more than a year ago, and 4.8% or 7 charts did not
have enough data to determine.
Table 22
When was the client last in treatmentfor substance abuse? (N 147)
Variable Frequency Percent
Within 30 days 11 7.5
30 Days but no longer than a year 7 4.8






Table 23 is a frequency distribution of 147 organizational records of a
nongovernmental agency’s (Aniz, Incorporated) clients indicating what was the client’s
drug of choice at the point of intake. As shown in Table 23, 25.2% or 37 charts showed
that the client had no drug of choice, 4.8% or 7 charts showed that marijuana was the
drug of choice, and 47.6% or 70 charts showed that cocaine or related drugs were the
drug of choice, 2.7% or 4 charts indicated Heroin was the drug of choice, .7% or 1 chart
indicated that amphetamine was the drug of choice, 4.100 or 6 charts indicated that some
other drug was the drug of choice, and 15% or 22 charts did not have enough data to
determine a drug of choice.
Table 23

















Table 24 is a frequency distribution of 147 organizational records of a
nongovernmental agency’s (Aniz, Incorporated) clients indicating how long that client
has been aware of HIV and AIDS. As shown in Table 24, 1.4% or two charts indicated
that they had been aware of it only within the last 30 days, 1.4% or 2 charts indicated that
they had been aware of it for more than 30 days but less than one year, and 12.9% or 19
charts did not have enough data to determine the timeframe.
Table 24
How long has the client known about HIV/AIDS? (N = 147)
Variable Frequency Percent
Within 30 days 2 1.4
30 Days but no longer than a year 2 1.4




Table 25 is a frequency distribution of 147 organizational records of a
nongovernmental agency’s (Aniz, Incorporated) clients indicating how long the client has
been aware of how the virus is contracted. As shown in Table 25, .7% or 1 chart
indicated that only within the 30 days they had been aware of how HIV/AIDS is
contracted, 1.4% or 2 charts indicated that the client had been aware for at least 30 days
but not longer that a year, 85% or 125 charts indicated that they had been aware of how
it’s contracted for over one year, and 12.9% or 19 charts did not have enough data to
determine the timeframe.
Table 25
How long has the client known how HIV AIDS is contracted? (N 147)
Variable Frequency Percent
Within 30 days 1 .7
30 Days but no longer than a year 2 1.4
Morethanayearago 125 85.0
Never knew how 19 12.9
N/A 0 0.0
Total 147 100.0
Table 26 is a frequency distribution of 147 organizational records of a
nongovernmental agency’s (Aniz, Incorporated) clients indicating what most likely
prevented a client from protecting himself or herself from HIV.
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Table 26
What most likely prevented the clientfrom protecting him or herself? (N 147)
Variable Frequency Percent
Idon’tknow 10 6.8
Idid not care 26 17.7
I trusted my partner 46 31.3
Drugs and alcohol 25 17.0
Rape or other criminal activities 8 5.4
N/A 32 21.8
Total 147 100.0
As shown in Table 26, 6.8°o or 10 charts indicated that they did not know why
they did not protect, 17.7% or 26 charts indicated that they just did not care or want to
protect from the virus, 31.300 or 46 charts indicated that they trusted their partner, 17.0%
or 25 charts indicated that the failure was due to drugs or alcohol, 5.4% or 8 charts state
that it was due to rape or other criminal acts beyond their control, 2 1.8% or 32 charts did
not have sufficient data to determine the reason.
Table 27 is a frequency distribution of 147 organizational records of a
nongovernmental agency’s (Aniz, Incorporated) clients indicating which Aniz program
they were participating in.
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Table 27
Which Aniz, Incorporatedprogram does the client attend? (N 147)
Variable Frequency Percent
We Want To Know (WWTK) 1 .7
Adolescent Females Learning About Living Healthy (AFLASH) 3 2.0
Reaching Out To Sisters with HIV/AIDS (ROSHA) 56 38.1
Substance Abuse Treatment For Affected/Infected with HIV
(SATCH) 3 2.0
None of the programs 10 6.8
Other support group 74 0.0
N/A 0 50.3
Total 147 100.0
As shown in Table 27, .7° 0 or one chart indicated that the program was WWTK,
2.0% or 3 charts indicated that AFLASH was the client’s program of participation, 38.1%
or 56 charts indicated that ROSHA was the program, 2.000 or 3 charts indicated that the
program was SATCH, 6.8% or 10 charts did not indicate any program, and 50.3% or 74
chart indicated that the client was in an Aniz support group of some type but it did not
specify the program.
Table 28 is a frequency distribution of 147 organizational records of a
nongovernmental agency’s (Aniz, Incorporated) clients indicating how long the client
had been associated with Aniz, Incorporated at the time of the data run.
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Table 28
How long has the client been with Aniz, Incorporated? (N 147)
Variable Frequency Percent
Within 30 days 6 4.1




As shown in Table 28, 4.1% or 6 charts indicate that the client had been
associated only within the past 30 days, 6.8° o or 10 charts indicated that they had been
associated for at least 30 days but no longer than a year, and 89.100 or 131 charts indicate
that the clients had been associated with Aniz mc, for greater than one year.
Research Questions and Hypotheses
RQ1: Is there a statistically significant relationship between a client’s drug of
choice (specifically “crack” or freebased cocaine) and a client’s failure to
protect himself or herself from the HIV virus?
HOl: There is no statistically significant relationship between a client’s drug of
choice and a client’s failure to protect him or herself due to cocaine or
crack cocaine usage?
Table 29 is a cross-tabulation of the client’s drug of choice (drugchoi), which is
most likely to be a reason that a client fails to protect him or herself (notprote).
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Table 29
Cross-Tabulation ofthe Computed Variable DRUGCHOI by the Computed Variable
NOTPROTE (N = 147)
CLIENT’S DRUG OF CHOICE
Cocaine
THC/ Or
































































0 1 1 10
0.000 .700 .700 6.800
0 0 3 26
O.00o 0.0°o 2.0°o 17.7°o
0 1 7 46
0.0°o 700 4.8°o 31.3°o
1 2 25
.7°o .7°o 1.4°o 17.0°o
0 1 0 8





Client’s Drug of Choice
Not Protecting Self
Table 29 displays that there is no statistically significant relationship (0.080)
between the drug of choice and the reason that an Aniz client fails to protect him or
herself. The level of probability is 0.05. Of the 147 Aniz client charts that were analyzed
70 (47.6%) stated that their drug of choice was cocaine or cocaine related drugs, and 46
(31.3%) charts indicated that the reason that they did not take action to protect him or
herself was because they trusted their partner. However, it must be noted that as stated in
the limitations of the study, a rather large percentage of the client charts did not have the







CLIENT’S DRUG OF CHOICE
Cocaine
THC/ Or
None Marijuana Related Heroin Meth Other N/A Total
Total
Count 9 1 10 1 0 2 9 32
°oofTotal 6.1°o .07% 6.8% .7% 0.0% 1.4% 6.1% 21.8°o
Count 37 7 70 4 1 6 22 147
°oof Total 25.2°o 4.8°o 47.6°o 2.7°o .7°o 4.1°o 15.000 100.0°o
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analyzed, 22 (15%) did not contain data as to the drug of choice, whereas 32 (21.8%) did
not provide a reason as to why they may have failed to protect him or herself.
RQ2: Is there a statistically significant relationship between a client’s individual
income and the client’s mode of HIV infection?
H02: There is no statistically significant relationship between a client’s
socioeconomic status and the client’s mode of HIV infection?
Table 30 is a cross-tabulation of what the client’s perceived mode of HIV
transmission (mode) is by the individual’s income level (income). Table 30 indicates that
there is no significant statistical relationship (.8 18) between the mode of HIV
transmission and the individual’s income level at a level of 0.05 level of probability.
Of the 147 client charts that were analyzed, 100 (68° o) perceived that their mode of HIV
transmission was through not protected heterosexual contact with an HIV infected
person, whereas 117 (79.6° o) of Aniz client charts indicated that the individual had an
annual income of $10,000 or less. In this research question, the null hypothesis is
supported due to the level of the statistical significance of the relationships. It must also
be noted that of the 147 client charts that were analyzed only 6 (4.1%) did not have a
verification of the client’s level of income, and only 6 (4.1%) did not indicate any
perceived mode of HIV infection, this is believed to be due to data entry mistakes
conducted by Aniz staff and intake personnel.
Table 30
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Cross-Tabulation ofthe Computer Variable MODE by the Computed Variable INCOME
(N 147)
Count 7
%of Total 4.8° o
16 100 11
10.9°o 68.000 7.500
CLIENT’S PERCEIVED MODE OF HIV TRANSMISSION
Heterosexual
Don’t know Men having contact with
Not sure sex with men HIV md. IV Drug Use
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Table 30 (continued)
CLIENT’S PERCEIVED MODE OF HIV TRANSMISSION
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MODE = Client’s Perceived Mode of HIV Transmission
Unprotected
Other bi-sexual sex N A Total
5 1 4 117
3.4°o .7°o 2.7°o 79.6°o
17
11.6° o
















































iNCOME Client’s Individual Income
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RQ3: Is there a statistically significant relationship between a client’s type of
insurance and that of a client’s CD4 T-Cell count?
H03: There is no statistically significant relationship between a client’s type of
insurance and that of a client’s CD4+/T-cell count?
Table 31 is a cross-tabulation of what an Aniz client’s T—cell count at intake
(tcellcot) with the type of insurance an Aniz client possesses (insure). Table 31 displays
a significant statistical relationship (0.00) between T-cell count and the type of insurance
one possesses at a level of .05 probability. Of the 147 client charts that were analyzed 49
(33.3%) of the T—cell counts fell within the mid range (200-499), whereas 117 (79.6%) of
Aniz clients has Medicaid/Medicare as their type of insurance.
Table 31











DOES THE CLIENT KNOW THEIR T-CELL COUNT AT INTAKE?
I don’t
know my 0 199 200 499 500+
count (Low) (Mid) (High) N A Total
7 2 4 1 0 14
4.8°o I.4°o 2.7°o .7°o 0.000 9.500
87 30 37 36 6 117
5.4°o 20.4°o 25.2°o 24.5°o 4.1°o 79.6°o
Table 31 (continued)
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(Low) (Mid) (High) N/A Total
TCELLCOUNT — Client’s T-Cell Count at Intake
INSURE Client’s Type of Insurance
It also must be noted that out of the 147 client charts that were analyzed, 9 (6.1%)
client charts did not have data about current T—cell count included in the charts, and 11
(7.5%) did not have data pertaining to the client’s type of insurance. This is believed to
















































The study was designed to describe the impact of a nongovernmental agency such
as Aniz, Incorporated and to look at the relationships between illicit substances, income,
and person’s type of insurance as they relate to HIV infections and a diagnosis of AIDS.
It is the intention of this research to assess the client population of Aniz, Incorporated in
an attempt to provide better and more specific programs and services, which will best
meet client needs as well as the population that Aniz, Incorporated will most likely come
in contact. By identifying a relationship between drug of choice and prevention of
protection, Aniz, Incorporated can target specific populations of the illicit drug culture to
best serve the clients they are most likely to come into contact. By analyzing mode of
infection and client income levels, Aniz, Incorporated and nongovernmental agencies
similar to it can begin to specifically target the income level of the population most likely
to access their services. Therefore, services can be tailored and targeted to best meet
client needs. Furthermore, by assessing insurance types and T—cell counts Aniz and other
such nongovernmental agencies can better advocate for support of its clients to ensure
they are getting the most appropriate services despite socioeconomic disadvantages.
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Summary of the Study
The conclusions and the recommendations of this research study are presented in
this chapter. Each research question is presented in order to summarize the significance
of the findings and their implications for social work practice and research.
RQ 1: Is there a statistically significant relationship between a client’s drug of
choice (specifically “Crack” or freebased cocaine) and a client’s failure to
protect himself or herself from the HIV virus?
In order to determine if a statistical relationship exists between a client’s drug of
choice and a client’s failure to protect him or herself from HIV, a cross tabulation had to
be conducted. The analysis indicated that out of 147 client charts that were analyzed and
noted to used cocaine or cocaine related drugs 4 (2.7° o) did not know why they failed to
protect him or herself, 13 (8.8%) did not care or did not want to protect themselves, 22
(15.0%) trusted the partner that they were with, 17 (11.6%) claimed that drugs andlor
alcohol played a part in the decision to protect themselves, 4 (2.7%) state that because of
rape or other crimes they were unable to protect themselves, and there were 10 (6.8%)
charts that did not have enough data to respond to the question. The statistical instrument
chi squared was employed to test the relationship between the data. When the test
statistics were applied to the null hypothesis, it was accepted indicating that there was no
significant statistical relationship (.080) at the .05 level of probability between the two
variables.
RQ2: Is there a statistically significant relationship between a client’s individual
income and the client’s mode of HIV infection?
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In order to determine if a statistical relationship exists between a client’s level of
income and the client’s perception of how they may have been infected with HIV, a
cross-tabulation had to be conducted. The analysis indicated that out of 147 client charts
that were analyzed and indicated an individual income of $0 to $10,000.00, 7 (4.8%) did
not know how or was for sure how they were infected, 12 (8.2%) perceived to have been
men infected through sexual contact with other men, 79 (53.7%) believed that they were
infected through having heterosexual sex with an FIIV infected person; 9 (6.1%)
indicated that the mode of infection was intravenous drug use, 5 (3.4%) indicated some
other mode of infection, 1 (.7%) indicated that they were bisexual and they perceived to
have been infected through unprotected sex during one of these encounters, and 4 (2.7%)
of the charts analyzed did not have enough information to determine what the client’s
perceived mode of infections could be. The statistical instrument chi squared was
employed to test the relationship between the data. When the test statistics were applied,
the null hypothesis was accepted indicating that there was no significant statistical
relationship (.818) at the .05 level of probability between the two variables.
RQ3: Is there a statistically significant relationship between a client’s type of
insurance and that of a client’s CD4+/T-Cell count?
In order to determine if a statistical relationship exists between a client’s T-cell
count and a client’s type of insurance a cross tabulation had to be conducted. The
analysis indicated that out of 147 client charts that were analyzed and had a T—cell count
of 200 — 499 (mid-range in terms of count levels), 4 (2.7%) had no insurance coverage,
37 (25.2%) had insurance coverage through Medicaid or Medicare, 1 (07%) had private
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insurance, and 7 (4.8%) client charts did not have the information available. The
statistical instrument chi squared was employed to test the relationship between the data.
When the test statistics were applied, the hypothesis was accepted indicating that there
was a significant statistical relationship (.000) at the .05 level of probability between the
two variables.
Recommendations
As a result of the findings of this study, the researcher is recommending the
following:
1. Additional social work research should be done to further review the
population of this particular study. These will enhance Aniz’s ability to
develop, target, and provide services that can educate, and extend human life
by insuring early intervention in the population that is being served.
2. Aniz, Incorporated staff should ensure that all data is entered into client charts
sufficiently to ensure that data collected is adequate to meet the future
research needs of the agency.
3. Aniz, Incorporated staff and social workers in general should advocate for the
importance of affordable health care for all people, as there is a statistically
significant relationship between a client’s type of insurance and their T-cell
count.
4. Aniz, Incorporated and staff should collaborate with community health
department’s, the Department of Family and Children Services, and the
Department of Human Resources to identify HIV+ individuals early in their
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diagnosis in order to assist, educate, and support in their treatment. These
agencies can refer the targeted population to Aniz at the time of a positive test
to ensure timely support and educational services.
5. The observation and analysis of missing organizational data such as the viral
load counts, and T—cell counts after one year suggests that the agency would
significantly benefit from efforts to track and to follow up on an increased
number of clients after receiving services for one year and every year
afterwards.
Implications for Social Work Practice
Previous research indicates that pleasure seeking involving drugs and alcohol can
lead to risky behaviors that could lead to HIV infections. The result of this study refutes
that past research, that is at least for the clients that Aniz, Incorporated normally supports.
As a social service HIV/AIDS out reach organization the staff, management, and board of
Aniz, Incorporated, should seek to expand the demographic group of clients in which
they serve, and at the same time expand upon the current demographic group they are
serving. Given that the primary demographic served are middle aged, African-American
single females, with an individual income level of $0 to $10,000 annually. It would
benefit Aniz, Incorporated and the profession of Social Work to expand the support and
delivery of services to this and other groups in the metropolitan area of Atlanta, Georgia,
and by doing this Aniz can specifically target a population that is often under supported
by traditional governmental agencies.
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Given that one of the research hypotheses has been supported, social work
organizations such as the National Association of Social Workers (NASW) and the
National Association of Black Social Workers (NABSW) should take a political stand to
support national health care for those who cannot afford it and for those who are
currently under insured. Social workers have throughout the past advocated for social
programs that have demonstrated the ability to be effective in addressing the needs of the
oppressed. However, this specific issue, which is controversial, is a plan that will assist
the nation in addressing the needs of the oppressed, downtrodden, and the needy.
APPENDIX A
Anzi, Incorporated Intake Review Form
The Aniz Initial Intake Data Quant~fIcation Form
What is the Client’s Tracking Number?
•
2. What is the Date of Intake?
• MM/DD/YYY
3. What Zip Code does the client live in?
•














6. What is the client’s race?
A. Black (African American)
B. White (Caucasian)
C. Latino (Hispanic)
D. Asian (Island Pacific)
E. Other
7. What is the client’s marital status?
A. Single (Never Married)






8. What is the client’s HIV status?










10. What type of insurance does the client have?









12. Does the client know their current T-cell count, or at Intake?
A. I don’t know
B. 0-199(Low)





13. What is the client’s T-Cell count 12 months after intake?
A. I don’t know
B. 0-199(Low)
C. 200 -499 (Mid Range)
D. 500+ (High)
F. N/A




15. What is the client’s current viral load count, or at intake?
A. I don’t know
B. 0 - 40 (Low)
C. 40 -10000 (Mid Range)





16. What is the client’s viral load after 1 year at Aniz?
A. Idon’t know
B. 0 40(Low)
C. 40 -10000 (Mid Range)
D. 1000 1-55,000 (High)
E. Over 55,000
F. N/A





18. What is the client’s perceived mode of HIV transmission?
A. I don’t know or not sure
B. Men having sex with men
C. Heterosexual contact with a HIV Person
D. IV Drug Use
E. Other:


























23. What is the individual Income of the client?
A. Oto$10,000
B. $10,001 - $20,000
C. $20,001 - $40,000
D. $40,001 - $60,000
E. $60,000+
F. N/A
24. What is the source of the client’s income?
A. None
B. Employment or Work
C. Disability
D. Welfare and Food Stamps
E. Relatives Friend Support
F. Other
G. N/A
25. Does the client have current mental health diagnosis?
A. Don’t Know
B. Self Diagnosed Disorder (not seen by a professional)
C. Mood Disorders
D. Cognitive Disorders









27. When was the client diagnosed with the mental illness?
A. Within past 30 days
B. 30 days but no longer than a year.
C. Greater than one year ago
D. Never
E. N/A






















32. When was the client last in treatment for substance abuse?
A. Within past 30 days
B. 30 days but no longer than a year.
C. Greater than one year ago
D. never
E. N/A
33. What is the client’s drug of choice?
B. None
C. THC / Marijuana
80
Appendix A (continued)





34. How long has the client known about HIV/AIDS?
A. Last 30 days
B. 30 days to one year
C. Greater than one year
D. Never
E. N/A
35. How long has the client known how it’s contracted?
A. Last 30 days
B. 30 days to one year
C. Greater than one year
D. Never
E. N/A
36. What most likely prevented the client from protecting him or herself?
A. Don’t Know
B. Didnotcare
C. Trusted my partner
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Appendix A (continued)
D. Drugs and Alcohol
E. Rape or other criminal activities
F. N/A






F. None of the Programs
G. Support group
38. How long has the client been with Aniz, Incorporated?
A. Last 30 days
B. 30 days to one year





TITLE’ THE ANIZ INITIAL INTAKE DATA’.











































GENDER ‘What is the client’s birth gender’
AGE ‘What is the client’s age’
RACE ‘What is the race of the client’
MARITAL ‘What is the clients marital status’
STATUS ‘What is the client’s HIV status’
CURRENT ‘Is the client receiving treatment’
INSURE ‘What type of insurance does the client have’
QUECOUN ‘Does the client know their T cell count’
TCELLCOT ‘What is the client’s T cell count at intake’
CELLYEAR ‘What is the T cell count 12 months after intake’
VLKNOWN ‘Does the client know their viral load count’
VLINTAKE ‘What is the client’s viral load count at intake’
VLYEAR ‘What is the client’s viral load count after 1 year’
DUEL ‘Is there client comorbidity or additional diagnoses’
MODE ‘What is the client’s perceived mode of HIV infection’
OTHERILL ‘Is the client being treated for any chronic illnesses’
KIDS ‘Number of children the client has’
HOUSEHOLD ‘Number of individuals living in the household’
NUMBPOS ‘Number of household members with HIV’
INCOME ‘What is the individual income of the client’
SOURCE ‘What is the source of the client’s income’
DSM ‘Does the client have a current mental health diagnosis’
DSMTX ‘Is the client currently under treatment for mental health’
DSMDATE ‘When was the client diagnosed with a mental health diagnosis’
SEXABUS ‘Has the client been sexually abused’
RAPE ‘Has the client been raped’
DRUGS is the client using illicit drugs’
DRUGTX ‘Has the client ever been in treatment for illicit drugs’
LASTDRTS ‘When was the client last in treatment for substance abuse’
DRUGCHOI ‘What is the client’s drug of choice’
KNWNHIV ‘How long has the client known about HIV and AIDS’
HOWCONTR ‘How long has the client known how it’s contracted’
NOTPROTE ‘What most likely prevented the client from protecting him or herself’
PROGRAM ‘What ANIZ program does the client attend’
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5 ‘Widow or Widower’
6 ‘na’
STATUS









1 ‘I have no insurance’































5 ‘over 55000 Extreme’
VLYEAR











1 ‘I dont know or not sure’
2 ‘Men having sex with men’
3 ‘Heterosextual contact with an HIV pos person’





























2 ‘10001 to 20000’
3 ‘20001 to 40000’




2 ‘Employment or work’
3 ‘Disability’
4 ‘Welfare’


















1 ‘Within past 30 days’
2 ‘30 days no not longer than a year’
























1 ‘Within past 30 days’
2 ‘30 days no not longer than a year’







2 ‘THC or Marijuana’






1 ‘Within past 30 days’
2 ‘30 days no not longer than a year’




1 ‘Within past 30 days’
2 ‘30 days no not longer than a year’





2 ‘Did not care’
3 ‘Trusted my partner’
4 ‘Drug or alcohol use’








6 ‘None of the programs”
7 ‘other support group’
ANIZTIME
1 ‘Within past 30 days’
2 ‘30 days no not longer than a year’






GENDER AGE RACE MARITAL STATUS CURRENT INSURE QUECOUN
TCELLCOT
CELLYEAR VLKNOWN VLINTAKE VLYEAR DUEL MODE OTHERILL CHILD
HOUSEHOLD NUMBPOS
INCOME SOURCE DSM DSMTX DSMDATE SEXABUS RAPE DRUGS DRUGTX





/VARIABLES GENDER AGE RACE MARITAL STATUS CURRENT INSURE
QUECOIJN TCELLCOT
CELLYEAR VLKNOWN VLINTAKE VLYEAR DUEL MODE OTHERILL CHILD
HOUSEHOLD NUMBPOS
INCOME SOURCE DSM DSMTX DSMDATE SEXABUS RAPE DRUGS DRUGTX
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The CAU IRB acknowledges your timely completion of the CITI IRB Training in Protection
of Human Subjects -. “Social and Behavioral Sciences Track”. Your certification is valid
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Sponsored Programs (404) 880-6979 or Dr. Paul I. Musey, (404) 880-6829.
Sincerely:
Paul 1. Musey, Ph.D.
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